either to infection, or to disease occurrence if infection is present, associated with some other environmental factor. This factor may be infectious or it may be chemical. There is much talk of a symbiosis between a virus infection and food intolerance in patients with the postviral fatigue syndrome. There is a natural tendency to reject such a 'fringe medicine' approach, with some justification. There are, however, simple examples of similar concatenation of infection and environment, where the cause is known. They may be considered trivial, but they do show exactly the conditions that are considered doubtful in other diseases. For example, with the Herxheimer phenomenon in syphilis, the infection is recognized, and the treatment with penicillin is given. A few patients starting penicillin at full doses develop endothelial swelling of the aorta and origins of the coronary arteries leading to myocardial infarction and death. Clearly this is an example where the presence of the infectious disease makes an otherwise safe chemical, penicillin, extremely dangerous. Equally after recovery from syphilis, penicillin would not be a hazard. Ampicillin administration universally produces a rash in the presence of infection with EB virus, and only rarely when used to treat other conditions. To show such an association is not to prove, of course, that the first disease must necessarily be of infectious origin. Oral corticosteroids may produce severe gastrointestinal bleeding in patients with peptic ulceration, a situation in which the prime disease is not thought to be infectious in nature. As its aetiology is not certain, maybe we should consider peptic ulceration for a possible infectious aetiology at another time! I hope that I have shown how I think that by the rather loose labelling of virus infections we may prevent ourselves from taking a step back and looking more widely at the possible causes of a disease. Only by starting with the wide view are we likely to get to the bottom of the causative factorsto take too blinkered a view may be to exclude from consideration the real causes. Beware the aphorism ofthe blinkered investigator 'Don't blind me with science, my mind is made up'.
J F Mowbray St Mary's Hospital Medical School
London WZ 1PG
Relating to Anglo-Scandinavian Conference on Sexually Transmitted Diseases, 11-13 May 1988 Sexually transmitted diseases today
The classical 'venereal' diseases were gonorrhoea, syphilis, chancroid and, in tropical countries, lymphogranuloma venereum and donovanosis (granuloma inguinale). By the end of World War II chancroid had become uncommon in industrialized societies, but the incidence of gonorrhoea and syphilis were very high. However, the introduction of penicillin, which effectively cured both diseases, was followed by a rapid decline in the number of new cases, and many authorities predicted that the venereal diseases would soon be eliminated. How ingenuous this seems today! Although the incidence of syphilis, at least in developed countries, remained at a fairly low level, the incidence of gonorrhoea climbed throughout the 1950s and 1960s, and eventually reached record levels; the problem was compounded by the emergence of penicillinase-producing strins ofNeisseria gonorrhoeae (PPNG) in 1975, which soon became widely prevalent, particularly in developing countries'. Twenty years ago, the prevention and control of syphilis and gonorrhoea were the main long-term aim of venereologists. But since the 1970s concepts of sexually transmitted diseases (STD) have undergone radical changes. Firstly, it was realized that there was a broad spectrum of other STD, many of them very important. These so-called 'second generation' STDs included Chlamydia trachomatis infections, genital herpes and human papillomavirus (HPV) infections, some types of vaginitis and enteric infections in homosexual men. The study of these diseases was facilitated by the development of new microbiological techniques. It soon became plain that in the prevailing climate of increasing sexual freedom STD incidence was increasing rapidly. Secondly, the long term consequences of STD, which included infertility, ectopic pregnancy, neonatal infections and some forms of genital neoplasia were posing problems which extended far beyond the confines of traditional venereology. Thirdly, sexually transmitted viruses which cause serious or even fatal systemic diseases have been identifiedfirst hepatitis B, and within the last few years the human immunodeficiency virus (HIV).
Changes in the pattern of STD and their complications in the UK are reflected in the reports published annually by the Communicable Disease Surveillance Centre, which are derived from returns to the Department of Health and Social Security from STD clinics, laboratory reports and other sources. The situation in other industrialized societies is probably broadly comparable to that shown by the UK data, but there are profound differences in the incidence and varieties of STD in developing countries. The number of new cases of syphilis and gonorrhoea reported from clinics in the UK has been falling for several years; this is probably due mostly to successful control programmes, but partly to a decline in infection in homosexual men because of changes in sexual behaviour following publicity about AIDS. None the less, it is disturbing to read of a recent increase in congenital syphilis in the USA2 and early syphilis is still a common disease in many developing countries. The number of cases of infection by PPNG appears to be declining in the UK, but cases are not uncommon in some parts of Europe. In many developing countries PPNG now account for over 50% of isolates of N. gonorrhoeae3. Non-specific genital infection comprises non-gonococcal urethritis and related disorders, and is the commonest STD in most industrialized countries. In the UK there was a 3% increase in men and a 17% increase in women between 1984 and 19854. About half the cases are caused by C. trachomatis. This organism is now believed to be the commonest cause of pelvic inflammatory disease (PID) in industrialized societies5, and in recent years both PID and consequent infertility and ectopic pregnancy have been common (and preventable) conditions. In developing countries, both gonococcal and chlamydial PID with resulting infertility from tubal occlusion remain very common. Maternal C. trachomatis infection has a substantial impact on neonates. It is now the commonest cause of ophthalmia neonatorum in the UK, and of afebrile pneumonia in infants in the USA.
In the UK the number of new cases of genital herpes reported from STD clinics has doubled in the last 5 years. This disease is the cause of much personal unhappiness; those affected worry about recurrences and perhaps infecting their sexual partners, and are concerned about the possibility of neonatal infection. Although the worst of its effects can be mitigated by the use of acyclovir, and neonatal herpes usually preventable by careful antenatal care and caesarean section if necessary, there is no prospect of a cure in the foreseeable future. The panic engendered a few years ago by the suggestion that Herpes virus type 2 caused cervical cancer has now subsided, but genital herpes is still a wretched infection to have.
Interest in genital HPV infection has escalated recently. Clinically, it is now realized that, like other sexually transmitted infections, genital HPV infection can present with clinically obvious lesions (genital warts), but also as a subclinical disease which can be detected only by special methods. This is of particular importance on the cervix, where non-condylomatous wart virus infection is common6. A further important discovery has been the identification ofDNA sequences of certain viral genotypes, particularly HPV 16 and 18, in association with cervical cancer and the higher grades of cervical intra-epithelial neoplasia (CIN)7. Genital warts and non-condylomatous disease are associated with other genotypes, HPV 6 and 11. However, there is overlap in these viral associations, and some early warty lesions contain sequences of the 'high risk' viruses HPV 16 and 18. The suspicion that some HPV types, probably in association with cofactors, are involved in the aetiology of cervical malignancy has led to an increasingly cautious and suspicious approach to genital HPV infection. In 1985, 59000 patients with genital warts attended STD clinics in the UK, compared with 52 000 with gonorrhoea4 -even after allowance is made for increased interest in HPV infection by the public, this is a striking illustration of the way in which patterns of STD are evolving. The death rate from cervical cancer in women under 30 years of age has increased from 0.22 per 100 000 in 1968 to 0.69 in 19854. It is well known that this disease is related to the number of sexual partners a woman, or her consort, has had, and the increase in cervical cancer in young women is most likely to be due, at least in part, to the effect of sexually transmitted agents; HPV may be among the most important of these.
The first cases of the acquired immune deficiency syndrome (AIDS) were published in 1981 in the USA. The story ofthe escalation ofthe epidemic since then is too familiar to need repeating here. To begin with, the infection in the USA and Europe predominantly affected homosexual men, followed by intravenous drug abusers; from these groups there was an overspill into recipients ofblood products, heterosexual contacts of infected individuals, and infants infected in utero. In Africa, for reasons which are still not clear, HIV is spread mainly by heterosexual intercourse. Predictions that there will be a 'second wave' of HIV infection in the USA and Europe affecting heterosexuals have not so far been fulfilled. Nevertheless, the future course of the HIV epidemic is quite uncertain, and like other viral sexually transmitted diseases AIDS is at present incurable.
During the last decade STDs have increased in both scale and complexity. A large number of microorganisms are responsible for diverse syndromes which present not only to genito-urinary physicians but to general physicians, urologists, gynaecologists, paediatricians and others. Five of the most important of thesegonorrhoea, chlamydial infection, HPV infection, genital herpes and AIDShave recently been the subject of an Anglo-Scandinavian Conference on STD held at the RSM. The responsibility for initial diagnosis, early and effective treatment and case finding by contact tracing belongs to genito-urinary physicians. In the UK there are clinics in hospitals in all large towns staffed by medical and paramedical workers with special training in the subject, supported by microbiology services. This is not the only way of providing care for people with STD, but it has worked well for over half a century. When the epidemic of HIV infection began in the UK in 1982, the majority of patients were male homosexuals and, largely for this reason, their care became the responsibility of physicians in STD clinics. This has become an increasing burden since then, and it is very important that AIDS-related problems do not engulf the clinical services which have been developed over many years for other diseases.
Traditional methods for the control of STDs are based on early diagnosis and effective treatment, the identification and treatment of infected sexual contacts, screening of high-risk groups, and health education. The first three of these methods were developed for the control ofbacterial STDs, particularly syphilis and gonorrhoea, for which effective treatment is available. Contact tracing is regarded as of paramount importance. Sexual partners of infected individuals are persuaded to attend a physician or a clinic and are investigated to see whether they are infected. Sometimes, treatment is offered without investigationso-called epidemiological treatment. Contact tracing with the use of trained health advisers is expensive, and virtually impossible in some localities. Nevertheless, if facilities are available it is logical, and has been successful in reducing the incidence of syphilis and, to a lesser extent, gonorrhoea in many societies. Conversely, the rapid dissemination of C. trachomatis infections in recent years may well be due to a failure to make any serious effort to trace and treat sexual contacts of patients with non-specific genital infection.
For the viral STDs this approach is ineffective, because no treatment can be offered. The problem of how these infections are to be controlled has provoked much discussion, particularly in relation to AIDS. Current emphasis is on health education programmes, advocating discrimination in the choice of sexual partners, 'safe sex' for male homosexuals, the general use of condoms and so on. On a more sophisticated level, the behavioural sciences are being introduced into discussions ofthe possibility of modifying human sexual behaviour. These ideas are not new. In 1976 Sir Henry Yellowlees, then Chief Medical Officer to the Department of Health and Social Security, introducing an Anglo-American Conference on STD organized by the RSM, hoped for 'epidemiological studies to investigate social and behavioural factors involved in the assessment of STD. We need to know the patterns of behaviour in high-risk groups, and what the attitudes to the problems are within these groups, and whether these can be altered'8. Twelve years later, the need is the same, and the urgency greater. Public awareness of the consequences of infection can change sexual behaviour. This has been seen in the declining current levels of syphilis and gonorrhoea in homosexual men9"l0, and is probably the reason for the decreased incidence of acute salpingitis in Sweden observed during the last decade". It is possible to see some light through the encircling gloom.
J D Oriel M A Waugh
Members of the Conference Scientific Committee 
Ultrasound does not diagnose ureteric obstruction
There is a vogue for using ultrasound imaging to diagnose obstruction in the urinary tract. This is based upon the supposition that dilatation of the pelvicalyceal system is equivalent to obstruction as stated by O'Connor in 19551. It is however known that dilated ureters and pelvicalyceal systems are not necessarily obstructed2.
It has been stated that 'the diagnosis of an acutely obstructed kidney in pregnancy depends largely on the history and the findings on abdominal ultrasound examination'3. Ultrasound may not contribute as much to the diagnosis as the authors suppose. The amount of dilatation that occurs in patients with acute obstruction is 'disappointingly small'4 and acute renal failure due to high grade obstruction can occur with minimal or no dilatation of the pelvicalyceal system5. A separate entity of acute on chronic obstruction has been distinguished on this basis supposing that acute obstruction shows no more dilatation than would be produced by properly applied compression6. This view receives support from a comparison of urography and ultrasound in renal colic in which it was shown that not all obstructing stones produced dilatation of the pelvicalyceal system detectable by ultrasound and only 25% of stones were positively identified7. In 7 of 17 (41%) patients studied by Laing et aL8 no dilatation could be detected and in only one was the dilatation on ultrasound more than mild, only two calculi were diagnosed by ultrasound and 14 by urography. Laing et al.9 conclude excretion urography is the examination of choice for diagnosing acute ureteric obstruction.
It may be particularly important not to use ultrasound to diagnose acute obstruction because of the problem of falsely diagnosing dilatation which is not apparent on urography (25% false positives in one series10). This has been attributed to differing degrees of hydration" emphasizing the need to perform urography as well as ultrasound in these cases'2.
It has been known for many years that there is a physiological dilatation of the pelvicalyceal systems and ureter in pregnancy and Cietak et aL'3 have shown that this can be detected and measured by ultrasound and that it is asymmetrical with considerable variation in size.
The acutely obstructed kidney in pregnancy often presents with loin pain and may occur in up to 0.35% of pregnancies'4; if the significance of loin pain in pregnancy is not appreciated this may be the cause of major morbidity'5. 
